X-RAY OF ABDOMEN. The outline of the spleen was well seen, being contrasted medially against the gas bubble of the stomach and inferiorly against the splenic flexure which was distended with gas. It showed marked enlargement, and displaced the stomach to the right and the splenic flexure downwards.
The anterior margin of the liver was well seen and showed a general enlargement, displacing the gas-filled hepatic flexure downwards. changes. There was no evidence of tuberculosis in the mesenteric glands or lungs, and heart and adrenals appeared normal. Discussion Splenomegaly and hepatomegaly with anaemia, offer many possibilities in differential diagnosis. The case exhibited many interesting phenomena, one or more of which may be met with in many other conditions with a similar history.
It was, therefore, by excluding these other possibilities, that this case was regarded as one of Banti's syndrome. Hodgkin's disease was eliminated by the excessive splenomegaly, absence of glandular involvement, and the absence of typical Hodgkin's tissue in spleen and liver. In acholuric jaundice there is an increased fragility of the erythrocytes and a high recticulocyte count and often a family history. Cirrhosis of the liver with splenomegaly was also considered. The spleen was thought to be too large for Gaucher's disease and there were no Gaucher cells in spleen or liver.
Although it is maintained by some that true pernicious anaemia does not occur in children, it was, nevertheless, considered. The blood picture, however, was not typical of pernicious anaemia, there being no macrocytosis, haemoglobinized megaloblasts, erythroblasts, nor was there a ' right shift' in the Arneth count. Epistaxis and internal haemorrhage are rare in pernicious anaemia.
The leukaemias were excluded by blood picture. However, aleukaemic leukaemia had to be seriously considered, but the absence of the primitive white cells in the blood discredited this possibility. The findings were not typical of essential thrombocytopenic purpura. There were no signs of tuberculosis in spleen or other organs. There was no tumour present.
Felty's syndrome of chronic arthritis and splenomegaly, was not seriously considered as in the series reported the age incidence was about fifty years. In Lederer's anaemia, the liver and spleen are not usually so large and there is generally a leucocytosis with a few myelocytes and metamyelocytes. Von Jaksch's anaemia is generally found at six weeks to three years and a leucocytosis with primitive leucocytes is generally present.
There are apparently various opinions as to the etiology and findings in Banti's syndrome and as to whether the condition is primarily one of splenic or liver involvement. Ravenna (1940) considers that the splenic changes are probably due to primary lesions of the splenic artery, the regulating power of which becomes insufficient to control the inflow of blood, and that the consequent congestive splenomegaly is the cause of the circulatory disturbance in the portal bed. Secondarily, hepatic cirrhosis and venous thrombosis may aggravate the state of portal circulation. McMichael (1934) maintains that the disease is primarily a hepatic or portal disorder, and that the average weight of the spleen is 876 gm. Poynton, Thursfield, and Paterson (1922) (1936) states that the disease is rare before puberty.
